Werther 1 has recently discussed the importance of height variation in determining the relative body weight of children. He mentions diurnal variation (a child shrinks 0.5±1.5 cm during the day, as the spine becomes compressed and muscles tire) and the importance of stretching children when measuring height. Height, of course, is reduced at the other end of the age range, a development which may need attention in longitudinal monitoring of relative body weight in populations.
Theoretically, weight loss in the treatment of obesity could affect height, since it is reasonable to assume that disc and spinal compression would be less marked after signi®cant weight loss. On the other hand, the more ®brotic structures in discs in the elderly may make compression less obvious.
Improved self esteem after weight loss could also affect body posture and stature. This would, in turn, affect height and result in an even more marked reduction of body mass index (BMI). In the formula for the Quetelet's index (BMI kgam . Generally, in obesity clinics, height is measured once at the beginning of a study and subsequent determinations of BMI are based on this initial height. It could be debated whether correction for height in determining BMI during weight loss treatment is appropriate, but this question has not received much attention in the literature.
As part of a study on VLCD 2 height was measured twice to the nearest 0.5 cm by the same nurse and under identical conditions at regular morning weighin sessions for 42 obese patients in our unit. Measurements were not blinded, but the nurse had no access to previous height data and will typically weigh dozens of patients every morning. Initial body weight was 113±116 kg and after 8 months weight losses ranged from 9±19 kg. No changes in height with weight loss could be observed in any weight category, mean values did not differ in the before vs after weight loss and when plotted against each other, the regression line had a slope of 1.0, going through origin.
Thus under these conditions, typical for the setting of an obesity clinic, no increase in height with weight loss could be observed. Initial height seems to suf®ce for adequate BMI determinations, at least during short term treatment programs.
Harlow 3 has addressed another component of the weight and height problems in BMI estimation, and hypothesised that overweight persons are more likely than normal weight individuals to remove their shoes before being weighed. This would, of course, affect the BMI distribution curve by affecting weight as well as height. The mean weight of a pair of British shoes is 640 g, the height of the heel (of interest if included in a height measurement) was not reported. If shoe weights are included unsystematically in some, but not all measurements, even this modest weight difference may affect mean values and group comparisons. Methods describing weight routines in scienti®c reports should mention whether shoes are included or not.
